
KANSAS MEDICAID STATE PLAN 

0 I 0 
4; & 15. f a c i l i t y  ADDRESS (STREET, CITY, STATE, ZIP) 

0 0 0 0 I 
h a d m i n i s t r a t o r s  NAME 17. PHONENUMBER 19 FISCALYEAREND18.REPORTPERIOD 

0 


0 Fax 0 1 W  TO 0 1 m m  01room 
CHECK ONLY ONE (HISTORICAL)FACILITY PROVIDER21. -EXISTING (PROJECTED) 22. -NEW 

23. -NEW FACILITY (PROJECTED) 24. -HISTORICAL t7JY SAME AS 
25. -HISTORICAL FM OVERLAPS PROJECTION/1STYEAR PERIOD PROJECTED/1STYEAR PERIOD

~ 

ONECHECKONLY 26.- SOLE PROPWETORSHIP 27. - PARTNERSHIP 28.-CORP- PROFIT 
29.- COW. - NON PROFIT 30.- city OWNED31. -COUNTY OWNED 
32.-OTHER (SPECIFY) 

NURSING FACILITY BEDS (i)BEG OF PERIOD (2) INCREASE (DECR) (3) DATE OF CHANGE (4) END OFperiod ~~ 

VI.nursing f a c i l i t y  (NF) 0 0 0 0 

2 nfmental HEALTH (MH) 0 0 0 0 
5 TOTAL NF 6 NF-MH LICENSED BEDS 0 0 0 

(ALLd. TOTALNURSINGf a c i l i t y  MFMH RESIDENT DAYS RESIDENTS FROM AU-3902 diskette (4) 0 

&.TOTAL medicaid DAYS ( 5 )  0 

-B. total medicare DAYS 0 

,n UTY BEDS (i)BEG OF PERIOD (2) INCREASE (DECR) (3) DATE OF CHANGE (4) END OF PERIOD 

9.A- living/rescare 0 0 0 0 
0. OTHER 0 0 0 0 

81. OTHER residentialDAYS with SHARED NURSING FACILITY COSTS(ALL RESIDENTSFROM AU-3903diskette 0 
2 doesTHE facility havr medicareCERTIFIED BEDS? 0YES C3NO IF YES.C O M P E T E  4 8 b  

isthisfacilitypleasecheckone [23 hospitalBASED LTCU 0FREESTANDINGNF 

W b r m ~ F a m M S m , R e v . l m  
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NOT CROSS 

KANSAS MEDICAID STATE PLAN Attachment 4.190 
Part I 

Exhibit A-5 
Page 29 

NUMBER DOLINES RETITLEPROVIDER OUT OR 
0 -- NOT INCLUDE MORETHAN ONE AMOUNT PER LINE. 

JEDULE A 

ADMINISTRATION 

SALARY - ADMINISTRATOR 

OTHER ADMINISTRATIVE SALARIES 

EMPLOYEE BENEFITS 

OFFICE SUPPLIES & PRINTING 

MANAGEMENT CONSULTANTFEES 

OWNEWRELATED PARTY 
COMPENSATION - SCHEDULE C 

PHONE & OTHER COMMUNICATION 

EXPENSE STATEMENT 
(AGENCY USE) I (AGENCY USE) 

TOTAL PER BOOKS RESIDENT RESIDENT 
ANNUAL OR FEDERAL 

HOURS PAID TAX RETURN 
LN# (1) (2) 

101 0 

102 I 01 $0 

1 

I ADJ 

105 I $0 

106 1 $0 

I 1 
107 I $0 

I 

108 $0 

I 

/TRAVEL 

JSES & DUES 

ACCOUNTING & DATA PROCESSING 

INSURANCE (EXCEPT LIFE) 

INTEREST (EXCEPT RE LOANS) 

LEGAL 

CRIMINAL BACKGROUND CHECK 

OTHER (PLEASE SPECIFY) 
+ 
TOTAL ADMINISTRATION 

I 

ApprovalEffectiveTN#MS99-01 DateDate 

$0 $0 
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JUN 9 1999 
111/99 SupersedesTN#MS-97-05 



KANSAS MEDICAID STATE PIAN Attachment 4 . 1 9 ~  
Part I 

Exhibit A-5 

DO n o t  CROSS OUT OR RETITLE LINES 
Page 30 

PROVIDER NUMBER 
I 0 

' NOT INCLUDE MORETHAN ONE AMOUNT PER LINE. 

scheduleA 

.PLANT OPERATING 
COST CENTER 

REAL & PERSONAL PROPERTY TAX 

OWNEWRELATED PARTY 
COMPENSATION - SCHEDULE C 

UTILITIES (EXCEPT PHONE) 

MAINTENANCE & REPAIRS 

ISUPPLIES 

SMALL EQUIPMENT (SEE 
INSTRUCTIONS) 

OTHER (PLEASE SPECIFY) 

TOTAL PLANT OPERATING 
COST CENTER 

EXPENSE STATEMENT 
(AGENCY USE)[ (AGENCY USE 

TOTAL PER BOOKS RESIDENT IADJ r e s i d e n t  
ANNUAL OR FEDERAL 

HOURS PAID TAX RETURN 
(2) 

$0 


$0 

$0 

$0 

$0 

$0 

$0 


$0 

$0 

$0 

Page 3 of 16 

JUN 9 1999 
TN#MS99-91 ApprovalEffectiveDate Date 111/99 Supersedes TN#MS-9745 



n o t  OUT 

Attachment 4.19D 
Part I 

Exhibit A-5. .  

Page 31 
d o  CROSS LINESOR RETITLE ]PROVIDER NUMBER 
I I 0 

NOT INCLUDEMORE THAN ONEAMOUNT PER LINE. 

schedule A 

-	 ROOM 8 BOARD 
COST CENTER 

EMPLOYEE BENEFITS 

d i e t a r y  

SALARIES 

o w n e r / r e l a t e d  PARTY 
COMPENSATION - SCHEDULEC 

DIETARY CONSULTANT 

FOOD 

SUPPLIES 

OTHER (PLEASE SPECIFY) 

LAUNDRY 8 LINEN: 

SALARIES 

LINEN & BEDDING MATERIAL 

EXPENSE STATEMENT 
(AGENCY USE)I (AGENCY USE 

TOTAL PER BOOKS RESIDENT I ADJ r e s i d e n t~ -. 

ANNUAL OR FEDERAL PROVIDER RELATED STATERELATED 
HOURS PAID TAX RETURN ADJUSTMENT: EXPENSES ADJUSTMENTSEXPENSES 

LN# (1) (2) 

141 $0 

142 c $0 

143 $0 

144 $0 

145 $0 

146 $0 

140 $0 

149 C $0 

150 ;>.i ., . $0 
.. 

$0 

$0 

SO 


$0 

$0 

Page 4 of 16 

JUN 9 19% 
ApprovalEffectiveTN#MS99-01 DateDate 

(3) (4) (5) (6) 

$0 $0 $0 

$0 $0 $0 

$0 $0 SO 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 

$0 

$0 $0 

$0 


$0 


$0 


$0 


111199 SupersedesTN#MS-97-05 

c 



Attachment 4 . 1 9 ~  
Part I 

Exhibit A-5 
Page 32 -DONOT CROSS OUT OR RETITLE LINES PROVIDER NUMBER 

0 

NOT INCLUDE MORE THAN ONE AMOUNT PER LINE. 

scheduleA EXPENSE STATEMENT 
,(AGENCY USE) (AGENCY USE)

TOTAL PER BOOKS RESIDENT ADJ RESIDENT 
ANNUAL OR FEDERAL PROVIDER RELATED STATE RELATED 

CARE HOURS PAID TAX RETURN ADJUSTMENTS EXPENSES ADJUSTMENTS EXPENSES. HEALTH 
COST CENTER LN# (1) (2 )  (3) (4) (5) (6) 

NURSING: 

REGISTERED NURSE (RN) 161 0 $0 $0 $0 $0 

LICENSED PRACTICAL NURSE 
0 so $0 $0 $0 

LICENSED MENTAL HEALTH TECH ,62b 0 $0 $0 $0 $0 

NURSE AIDES 0 $0 $0 $0 $0 

MEDICATION AIDES 
0 $0 $0 $0 $0 

r e s t o r a t i v e / r e h a b  AIDES 
16% 0 $0 $0 $0 $0 

EMPLOYEE BENEFITS 
164 $0 $0 $0 $0 

o w n e r / r e l a t e d  PARTY 
COMPENSATION - SCHEDULE C 165 $0 $0 $0 $0 

NURSING CONSULTANTS 
166 $0 $0 $0 $0 

PURCHASED SERVICES 
167 $0 $0 $0 $0 

SING SUPPLIES . 	--, 
1168 ' ' :,.:c:,.. ., . ,  $0 $0 I $0 I $0 

>.-7.. 
'.*-.V..

1: 
.-. 

; -'*:,':. *.'.>:..':.OTHER (PLEASE SPECIFY) 
170 ,*-.>.*+,~:..+.,G- $0 $0 $0 $0 

, .. ;:.-:I*+;:'"', . .+,*.p@y .;$$:.;.:, 

PHYSICAL THERAPIST SALARY 0 $0 $0 $0 $0 
' 

OCCUPATIONAL THERAPIST SALARY 0 $0 $0 $0 $0 
1 

SPEECH THERAPIST SALARY 
171c 0 $0 $0 $0 $0 

RESPIRATORY THERAPIST SALARY 171d 0 $0 $0 $0 $0 

PSYCH. THERAPIST SALARY 
171e 0 $0 $0 $0 $0 

~ :< +L-e;;*i 
OTHER PATIENT SERVICES: ._ _ ".,. ' -X. .-,,...I'",E-,.::.- .i i). +7<+9. :...&g;$&$$@@&; '..$.I.( 7  ".+ -:.:', :>+:y?' 

RECREATIONAL THERAPIST SALARY 
171f 0 $0 $0 $0 $0 , 

o w n e r / r e l a t e d  PARTY #.+& @3&'. ... .. . . :,e, b 
COMPENSATION - SCHEDULE C 172 ::$~. :@&: $0 $0 $0 $0 

RESIDENT ACTIVITIES SALARY 
173a 

* 

0 $0 $0 $0 $0 

SOCIAL WORKER SALARY 
173b 0 $0 $0 $0 $0. 

MEDICAL RECORDS SALARIES 
173c 0 $0 $0 $0 $0 

OTHER HC SALARIES (SPECIFY) 
,73d 

,. .'. 0 $0 $0 $0 $0 

r e s i d e n t  ACTIVITY ACTIVITIES 174 
. .  
. .  $0 $0 $0 $0 -
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JUN 9 1999 
TN#MS99-01 DateApprovalEffective Date 111199 supersedes 



90 NOTCROSS  

. 

.-... 

KANSAS MEDICAID STATEPIAN Attachment 4.19D 
Part I 

Exhibit A-5 
Page 33 

NUMBER OR RETITLEOUT PROVIDERLINES 
0 

NOT INCLUDEMORE THAN ONE AMOUNTPER LINE. 

scheduleA EXPENSE STATEMENT 
r (AGENCY USE) (AGENCY USE] 

TOTAL PER BOOKS RESIDENT ADJ RESIDENT 
ANNUAL OR FEDERAL PROVIDER STATE RELATEDRELATED 

CARE HOURS PAID TAX RETURN ADJUSTMENTS EXPENSES ADJUSTMENTS EXPENSES, HEALTH 
. COSTCENTER LN# (1) (2) (3) (4) (5 )  (6). . ....... . . . . .OTHER PATIENT SERV:(CONT) 

OCCUPATIONAL THERAPY- :. , . c o n s u l t a n t  175 

MEDICAL RECORDS - CONSULTANT 76 

PHARMACIST - CONSULTANT 177 

SPEECH THERAPY -CONSULTANT 178 
. .. , ._ .PHYSICAL THERAPY- CONSULTANT ,79 

. . .L,. . . .  

i . 

$0 

$0 

$0 

$0 

$0 


$0 

$0 

$0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

$0 $0 $0 

. .. .  
. ,  

180 . ,  . ,  . 
. '  ..I ,

3 ' _ .  
181a ,:> . I-' :;- ., > , 7  *-2.-.2>??,-..' 

.;G...->, .+,:<.;- *r' 
. _I. .. .-. ?,-. ,.>..++::.-.+>. 
L&G~;:.?~&L;~-$~181b ::.-:.:k.*: ,....:::.:i 
.IX. '+..:',.&i8.L+'
,,....:.;.itT. qq".:% ,*

, . _ I ,.3 . ,__+>E..ji. >._~ r; 
182 	 .;j$&+<+$2-;*>

i?i%-B%*-$$:.@&.y*$i&@~ 

RESPIRATORY - CONSULTANT 


NURSE AIDE TRAINING 


OTHER HEALTH CARETRAINING 


RESIDENT TRANSPORTATION 


OTHER (CONSULTANT) 

3R (PLEASE SPECIFY) 

total  HEALTHCARE COST 

$0 

. . g

,83 .̂ ~.-< ~ y 1 .  * -. $0 
pT3$&$@ 

188 , $0 

Page 6 of 16 

JUN 9 
TN#MS9941Date effective Date 111199 Supersedes TN#MS-97-05Approval 



OUT 

EXPENSE  

effective  

KANSAS MEDICAID STATE PLAN Attachment 4.19D 
Part I 

Exhibit A-5 

CROSS[DONOT OR RETITLE LINES PROVIDER NUMBER 
Page 34 

0
I 

n o t  INCLUDE MORETHAN ONE AMOUNT PER LINE. 

scheduleA STATEMENT 

a t t a c h  A DETAILED DEPRECIATION SCHEDULE AND THE DETAILED WORKING 
TRIAL BALANCE USED TO PREPARE THIS COST REPORT 

Page 7 of 16 

JUN 9 1999 
TN#MS99-01 Approval Date date 111199 Supersedes TNWS-97-05 



EQUAL) 

DEVOTED INCURRED  

RELATED  

TRANSACTION  

KANSAS MEDICAID STATE PLAN Attachment 4.19 D 
Part I 

Exhibit A-5 

ON BOOKS OR FEDERAL TAX RETURN NOT ONCOST REPORT 

specify 234 $0 $0 

SPECIFY 235 so so 
expenses ON COST REPORT NOT ON BOOKS OR FEDERALTAX RETURN 

SPECIFY 237 $0 

SPECIFY 238 $0 

BE total (SHOULD 240 so $0 $0 

SCHEDULE C STATEMENT OF OWNERSANDPARTIES 
.ISTALL OWNERS OF PROVIDERS WITH 5% OWNERSHIP INTEREST a ALL RELATED PARTIES. 
SUMMARIZETHE AMOUNT AND NATURE OF TRANSACTIONS WITH ALL OWNERS a RELATED PARTIES. 
:OR FURTHER CLARIFICATION SEEKAR 30-10-la AND 30-10-24. 

( 1 )  DISTRIBUTION 
TITLE. FUNCTION I 

%TIME TOTAL AMT I OR DESCRIPTION -I I 
NAME, SSN, ADDRESS (CITY a STATE) % OWNERSHIP LINE# AMOUNT 

$0 

$0 I 

I so I 

SO 

so 

$0 


SO I 1 
owner/relatedPi 107.128. 143. 165.172.& 202. 

TNLMS99-01 approval w i v e  Supersedes WMS-97-05 





KANSAS MEDICAID STATEP U N  Attachment 4.19 D 
. part1 

exhibit A-5 

BUILDING 

LESS:ACCUMULATEDDEPRECIATION 

EQUIPMENT 

LESS:ACCUMULATEDDEPRECIATION 

LEASEHOLD IMPROVEMENTS 

SS: ACCUMULATEDDEPRECIATION 

LAND 

OTHER 

OTHER 

TOTAL ASSETS 

LIABILITIES & OWNER'S EQUITY 

ACCOUNTS PAYABLE 

OTHER CURRENT LIABILITIES 
ALL LOANS FROM OFFICERS, OWNERS 
AND RELATED PARTIES 

MORTGAGE PAYABLE 

OTHER LONG TERM LIABILITIES 

JUN 9 1999 
TN#MS99-01 Approval Date Effective S/1/99 Supersedes TN#MS-97-05 


